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Introduction: Post-surgical axillary artery occlusion may present with upper limb symptoms requiring
intervention.
Report: A 76-year-old male had previously undergone left axillofemoral bypass for lower limb ischemia.
Following an initial presentation with brachial thromboembolism, he re-presented with left axillary
artery occlusion manifesting as upper limb claudication signiﬁcantly affecting activities of daily living.
The axillary artery was successfully recanalised following deployment of a 10  50mm Viabahn endo-
prosthesis with complete symptomatic resolution.
Discussion: Endovascular recanalisation of proximal upper limb vessels affords a convenient option to
open surgery. A stent-graft offers additional protection compared to a stent if there is arterial rupture
during the procedure.
 2012 European Society for Vascular Surgery. Published by Elsevier Ltd.Open access under CC BY-NC-ND license. Report
A 76-year-old man (diabetic ex-smoker) had undergone a left
axillofemoral bypass 5 years (now occluded) prior to presenting
with left brachial thromboembolism 4 years later. At that time,
exploration revealed embolus only at the brachial bifurcation with
good inﬂow and therefore this was not pursued further. A year later
he presented with a pulseless claudicating left upper limb affecting
his daily activities, such as putting items on a shelf or putting up
clothes to dry. Computed tomographic angiography (CTA)
conﬁrmed left axillary artery occlusion at the level of the proximal
axillofemoral anastomosis [Fig. 1]. An initially endovascular
approach was decided upon.
The left brachial artery was re-explored under local anesthesia.
On-table angiography clearly corroborated the level of blockage
[Fig. 2a] which was then successfully negotiated using a combina-
tion of a standard Glidewire (Terumo Interventional Systems,
Egham, Surrey, UK) supported by a van Schie 2 catheter (Cook
Peripheral Intervention, Bloomington, USA), with subsequent
placement of a 10  50mm Viabahn endoprosthesis (WL Gore &
Associates, Inc., Medical Products Division, Flagstaff, Arizona, USA)
over an Amplatz Superstiff wire via a 12F Super Sheath (Bostongery. Published by Elsevier Ltd. OScientiﬁc, Breakspear Park, UK). This was post-dilated with
a 8  40mm balloon with satisfactory opening of the occluded
segment [Fig. 2b]. The procedure was covered with 5000 units of
heparin IV. Pulses were restored with matching arm blood pres-
sures and resolution of symptoms. The patient was maintained on
dual-antiplatelet therapy (DAP; aspirin 75mg þ clopidogrel 75mg
OD) and remains symptom-free with left wrist pulses at follow-up.Discussion
Axillary stenosis is a recognized complication of axillofemoral
bypass.1 Its initial presentation as brachial embolism in this patient
was not taken any further due to the perceived good pulsatile
inﬂow. Surgical treatment options for symptomatic occlusive axil-
lary disease in this scenario include options such as graft discon-
nection and local patch repair/interposition grafting, or carotid-
axillary/carotid-brachial or axillo-axillary/axillo-brachial cross-
over bypass for example. With a high risk of neurovascular
complications, especially in a redo area, surgery is not an ideal ﬁrst
option, and especially in the endovascular age angioplasty options
should be explored ﬁrst.
In this case, a stent-graft, rather than a stent, was decided on
for two reasons- ﬁrstly to completely exclude any peri-
anastomotic built-up thrombus, and secondly to also negate the
risk and consequences of axillary artery rupture during the
procedure, though, in general, the risk of axillary artery rupturepen access under CC BY-NC-ND license. 
Figure 1. CTA showing the left axillary artery occlusion and the proximal part of the
occluded left axillofemoral bypass (solid arrowheads mark out the extent of the
occlusion; the double headed arrow extends from the hood of the proximal anasto-
mosis to the conduit itself).
Figure 2. (a) On table angiogram demonstrating the occlusion, successfully negotiated.
(b) On table angiogram demonstrating successful placement of the Viabahn endo-
prosthesis with re-established axillary patency and preservation of collaterals.
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vicinity, with a potential risk of suture/anastomotic disruption
and intra-thoracic bleeding prompted extra caution. This mimics
what has been applied in the chronic trauma/iatrogenic
scenario,2,3 though a search of the literature suggests conven-
tional stents are used in the upper limb more often, whether due
to trauma or repetitive injury.4 Axillary artery Viabahn deploy-
ment has also been used for endovascular aortic arch debranching
procedures prior to thoracic endovascular repair (TEVAR).5
Further upstream, endobypass of subclavian artery aneurysms
using the Viabahn has also been described,6 as also exclusion of
post-traumatic pseudoaneurysms in this region.7 It is because of
our experience with device tracking difﬁculty from groin to arm,7
particularly given that guide sheaths with both length and caliber
to accommodate this 11Fr proﬁle Viabahn {such as the Destination
(Terumo Interventional Systems) or Flexor Ansel (Cook Peripheral
Intervention)} are not commercially available, that we opted for
the shortest direct route, i.e. brachial, rather than a percutaneous
transfemoral approach. This also allowed immediate preparation
for a carotid-brachial bypass if necessary, with brachial exposure
and closure, even in a redo situation, taking little time in the
author’s hands.
Given that the endoprosthesis will never be endothelised we
feel it prudent to maintain the patient on lifelong DAP, despite the
heparin-bonded interior. Surveillance is probably not required as
the patient can self-monitor on a symptomatic basis, though this
is open to debate. Furthermore, given that the stent has been
deployed at the site of the anastomosis, namely the 2nd part of
the axillary artery, the attendant risk of risk of fracture, kinking
and re-occlusion a more proximally placed device might be
vulnerable to, mimicking a thoracic outlet syndrome scenario, is
very low.
Axillary stent-grafting seems to be a demonstrably viable option
for symptomatic upper limb occlusive disease in this scenario,
though, contrary to the lower limb, there are no results on
intermediate/long-term patency rates.Conﬂict of Interest
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